in the left calf, tender nodules around her elbows, a widespread livido reticularis rash, pleuritic chest pain with shortness of breath on exertion and tingling in the peripheries. Her past history included long-standing photosensitivity, possible Raynaud's phenomenon, diffuse hair loss, five pregnancies including three spontaneous abortions in her first three pregnancies at eight, 12, and 26 weeks respectively, and a post partum deep venous thrombosis. Despite the normal/negative investigations shown in the II  II II  II  II  I  I  I  I   3.5 I II II II   II  I  II  I  II  II  II  I  II  II  I  I  I  I  I  I  I  I  I  I  I  I  I  I  I  I LL.LLi..L 111111. The history presented here with the emphasis on respiratory involvement, and the chest radiograph findings of atelectasis, all point to the diagnosis of pulmonary emboli. However, the apparent multisystem involvement at her initial presentation, despite the lack of histological and immunological data, led to the clinical diagnosis of vasculitis. The diagnosis of SLE was suggested on the basis of fever, diffuse alopecia, myalgia/arthralgia, and pleuritic chest pain, associated with a weakly positive ANA. However, the significance of an ANA titre of 100 or less in a 61 year old woman is doubtful, contrasting with an ANA titre of 50 in a young woman which may have major clinical importance. Low titred ANAs become increasingly common in females with advancing age. Subsequent testing for ANA in this patient was repeatedly negative. Although the existence of 'ANA negative' SLE is accepted, it is uncommon, and is usually characterised by cutaneous involvement. Anti-Ro antibodies may often be present in these ANA negative cases, and should be specifically looked for as the anti-Ro reactivity will not be recognised by standard antinuclear antibody immunofluorescence techniques.3 Anti-neutrophil cytoplasmic antibodies (ANCA) can be valuable in the investigation of a patient with suspected vasculitis, however, ANCAs have a higher specificity but a lower sensitivity than ANAs for their respective diseases, so that a negative ANCA does not exclude small vessel vasculitis, but a negative ANA in the absence of skin involvement makes SLE highly unlikely. It is possible for the unwary to miss pANCA in the presence of a high titre of ANA. However formalin fixation prevents the perinuclear aggregation of the relevant antigens, and thus a cytoplasmic pattern is seen, allowing easier identification of ANCA. Subsequent solid Figure 2 The ventilation and perfusion mismatches on scan.
phase analysis of ANCA may be appropriate in such instances.
The antiphospholipid antibody syndrome is relevant to this case, however, both antiphospholipid antibodies and the lupus anticoagulant remained negative on repeated testing. Other important differential diagnoses were subacute bacterial endocarditis, and adult-onset Still's disease. The former was excluded by repeated negative blood cultures and the absence of a cardiac murmur on regular auscultation, whilst the latter was thought unlikely as clinically the rash was classical livido reticularis.
Further interesting issues arising from this case include the troublesome paraesthesiae, which blood gas measurement confirmed were due to hyperventilation, and the lack of an ESR response at first presentation, despite the long history of fever. The later rise in ESR and neutrophil count may reflect the subsequent extent of lung infarction and inflammation. The apparent lack of response to warfarin at the first hospital may reflect inadequate anticoagulation, as shown by the INR in the table, whereas in Nottingham the INR was maintained within the therapeutic range.
In summary, the lack of serological and histological confirmation of a systemic vasculitis and the absence of a response to high dose oral steroid therapy, made the diagnosis of vasculitis unlikely and a complete reevaluation of the case was required. This case highlights the need to consider the relative weighting of investigations in the diagnosis of suspected vasculitis, and the difficulties caused by the pursuit of the diagnosis of vasculitis without the exclusion of common conditions, such as thromboembolic disease.
The lesson * Multiple pulmonary emboli should be considered in a patient with fever and progressive dyspnoea.
